Background. Research has shown significant contribution of integrated behavioural health care; however, less is known about the perceptions of primary care providers towards behavioural health professionals. Objective. The current study examined barriers to care and satisfaction with integrated behavioural health care from the perspective of primary care team members. Design. This study utilized archival data from 42 treatment facilities as part of ongoing program evaluation of the Air Force Medical Service's Behavioral Health Optimization Program. Setting. This study was conducted in a large managed health care organization for active duty military and their families, with specific clinic settings that varied considerably in regards to geographic location, population diversity and size of patient empanelment. Study participants. De-identified archival data on 534 primary care team members were examined. Results. Team members at larger facilities rated access and acuity concerns as greater barriers than those from smaller facilities (t(533) = 2.57, P < 0.05). Primary Care Managers (PCMs) not only identified more barriers to integrated care (β = −0.07, P < 0.01) but also found services more helpful to the primary care team (t(362.52) = 1.97, P = 0.05). Barriers to care negatively impacted perceived helpfulness of integrated care services for patients (β = −0.12, P < 0.01) and team members, particularly among non-PCMs (β = −0.11, P < 0.01). Conclusions. Findings highlight the potential benefits of targeted training that differs in facilities of larger empanelment and is mindful of team members' individual roles in a Patient Centered Medical Home. In particular, although generally few barriers were perceived, given the impact these barriers have on perception of care, efforts should be made to decrease perceived barriers to integrated behavioural health care among non-PCM team members.
Introduction
Integrated behavioural health care has shown significant cost savings, improved health outcomes and a high degree of patient satisfaction (1) . Less is known about the satisfaction of non-behavioural health professionals within the health care team. Initial data are promising, indicating providers and nurses generally report high satisfaction with integrated care (2) . However, factors which influence their satisfaction, including barriers to utilizing integrated behavioural health services require further study. The aim of this article is to focus on a practice management concern of potential referral barriers from medical home team members to behavioural health providers in integrated settings.
There is overwhelming overt support for integrating behavioural health into primary care (1, 3) , with demonstrated benefits including improved patient satisfaction, decreased patient symptoms, increased functioning (2) and reduced health care costs (4) . Inclusion of behavioural health services in the Patient Centered Medical Home movement is considered as a 'necessity' by the American Academy of Family Physicians (3) . Satisfaction among primary care providers has been found to be due, in part, to working with adequate numbers of well-trained, trusted and capable allied health professionals (5) . However, the lack of a gold standard for integrated care results from scant empirical evidence to pragmatically make the clinical, organizational and professional changes necessary to not only accomplish, but also sustain integration (6) .
One challenge is considerable variation in what 'integrated care' means. Practices may use the term integrated care to refer to a variety of practice arrangements from co-locating specialty mental health services with primary care offices to fully integrated and collaborative health care teams with behavioural health consultants (BHCs) (7) . These integrated and collaborative models involve these behavioural health professionals working on-site along with a Primary Care Manager (PCM) on a unified care plan, often with shared record keeping and infrastructure (7) .
The US Air Force's Behavioral Health Optimization Program (BHOP) is based on the civilian Primary Care Behavioral Health model and has been in place for nearly 2 decades. BHCs work directly in primary care clinics where they utilize shared office staff for administration and use a single health care record. There is an emphasis on consultation, with BHCs providing feedback to PCMs on a unified treatment plan (8) . BHCs meet with patients for typically 20-30 minutes across 1-4 visits within a single episode of care. The centralized management and standardization of practice across facilities provide the opportunity to better understand integrated behavioural health care in a Patient Centered Medical Home across diverse settings.
Research has illustrated consistent efficacy of this consultative model over longer-term options such as counselling or psychotherapy in both civilian and military settings, specifically including the Air Force's BHOP (4, 9) . However, additional research is necessary to understand factors limiting true integration of medical and behavioural health care. One potential understudied challenge is perceptions of integrated behavioural health efficacy and how those perceptions impact health care delivery-particularly when the modality differs from that which is expected from a specialty mental health clinic.
The current study offers an initial exploration of barriers primary care team members perceive in using integrated services. One, this study identifies what barriers to using integrated care are reported by primary care team members. Two, this study explores whether or not differences exist in either perception of barriers or the benefits of integrated behavioural health care based on the type of primary care team member. Given the differences in the degree of interaction, background and experience of team members, there may be differences in comfort, familiarity and recognition of the relevance of an integrated approach. Three, this study also examines whether or not differences exist in perception of barriers or the benefits of integrated behavioural health care based on population demographics-in this case, size of the health care facility based on the total patient population. As the size of the patient population can serve as a proxy for the presence of greater specialty care services, community resources and patient access issues, it is anticipated that there will be differences in barriers and perceived benefits of integrated behavioural health care programs. Four, the study explores if these barriers impact perceptions about the benefits of integrated behavioural health care and if this relationship is impacted by either facility size or team member status. As there is limited research in this area, these specific aims are exploratory in nature, yet it is hypothesized that the more barriers perceived by any team members, the less those team members will perceive benefits from integrated behavioural health care.
Methods

Study design
Data in the present study are based on archival data from an annual program evaluation conducted by the Air Force BHOP managers. Data were originally collected in March and April 2014 from the surveys administered in February 2014. This retrospective study will focus only on primary care team members' satisfaction data collected from this project. Data were collected and stored by the Air Force BHOP managers for ongoing program evaluation and were never linked to individual team members. This retrospective review of secondary data was approved by the Wilford Hall Institutional Review Board and found to be in compliance with medical ethics, to include the Declaration of Helsinki and the Belmont Report.
Setting and participants
Participation in the project was voluntary, though each base was highly encouraged to submit data. Out of 59 Air Force bases that have BHOP, teams from 42 bases completed surveys (69%). These 42 bases serve a local population including active duty service members, their families and retired military personnel and their families who reside in the surrounding geographical area. As a result, there is incredible diversity in the patient population, which often parallels the diversity of the civilian population in the surrounding area and provides the opportunity to explore the potential generalizability of these findings across a wide variety of both civilian and military health care settings. These 42 bases are located in 26 different states, with 34 clinics located in the continental United States and the remaining 8 outside the continental United States. To determine differences in perceptions of care by facility size, facilities were divided into 2 groups, with 26 smaller facilities having <15 000 total enrolled beneficiaries and 16 larger facilities having >15 000 enrolled beneficiaries. Air Force regulation states that PCM empanelment in a Patient Centered Medical Home model will typically range between 1000 and 1350 (10) . This provides an approximation of the size of staff at each of these facilities. Larger facilities may employ more than one BHC, but measures were designed to focus on perception of the program, not specific providers. This retrospective analysis of archival data examined the cross-sectional data collection of 534 personnel who represent military PCMs (family medicine physicians, physician assistants and nurse practitioners; n = 302) and nurses or technicians (n = 232) assigned to Patient Centered Medical Home clinics on these 42 bases.
Variables
Barriers to care
Perceived barriers to care were measured by a brief, self-report questionnaire consisting of 16 questions, shown in Table 1 . These items measured staff's comfort and perceived barriers regarding patient referrals to BHCs. Items were measured on a 5-point Likert scale with responses ranging from 1 = 'Never or Rarely a Barrier' to 5 = 'Frequently or Very Frequently a Barrier.' Internal consistency for the barrier-related questions was good (α = 0.83) (11) .
Helpfulness of services
Two questions assessed staff's ratings of their perception of the overall benefit of the integrated behavioural health care service to both the patient and the primary care staff. The two questions on overall benefit for patients and staff were measured on a 10-point Likert scale with responses ranging from 1 = 'No apparent benefit' or 'Not helpful' to 10 = 'Extremely helpful, excellent patient feedback' or 'Extremely helpful.' In addition, participants identified themselves as a PCM, nurse or technician.
Data analytic plan
Given the limited empirical literature in this area, the use of an archival data set is justified to provide exploratory data to inform future research. Effort was made to ensure maximum use of this data set using prudent statistical methods. Given the potential for selection bias based on the voluntary nature of data collection and the lack of a clearly identified response rate for individual participants, data were examined for normality and appropriately transformed when indicated (12) . Furthermore, given the use of an internally created, unpublished instrument, exploratory factor analysis was conducted to ensure adequate reliability and indicated appropriate use of measure for a single construct of an aggregate measure of perceived barriers to care. Missing data analysis was conducted on the 74 (14%) surveys contained some missing data on key study variables. Although non-PCMs were more likely to have missing data than PCMs, no significant differences were found on key study variables. Thus, all available data were used for each separate analysis. Independent samples t-tests were used to compare group differences between small and large facilities and PCM versus non-PCM team members. Finally, hierarchical linear regressions were conducted to model associations between perceived barriers and ratings of helpfulness of integrated behavioural health care services and potential interactions.
Results
The first study aim sought to identify what barriers were identified by primary care team members. Thus, descriptive statistics (on original variables) for individual barrier items and key study variables are presented in Table 1 . For the second and third study aims, results are presented in Table 2 . Levene's test for equality of variances was reviewed and adjustments of d.f. were used when indicated. Results have indicated that PCMs rated several barriers higher than nonPCMs; however, PCMs also rated BHC services as overall more helpful than non-PCMs. In addition, team members from larger facilities rated several individual items and overall perceived barriers to care as greater than team members from smaller facilities.
For the final study aim, results are displayed in Table 3 . Results indicated a significant association between helpfulness to patients and to team members. However, interestingly, PCMs and larger facilities rated BHC services as more helpful to team members. In addition, the interaction between the team member type and perceived barriers to BHC services was significant. The interaction was probed following appropriate statistical procedures (13, 14) . For PCMs, perceived barriers to BHC services did not uniquely predict ratings of helpfulness of BHC services to the team, β = 0.02, P = 0.63. However, among non-PCMs, perceived barriers to BHC services were predictive of lower perceptions of helpfulness to the PCM team, β = −0.11, p < 0.01.
Parallel regression analysis was conducted to examine concurrent predictors of team member's ratings of helpfulness of BHC services to the patient and the results are also displayed in Table 3 . Beyond the correlation between helpfulness ratings, perceived barriers to care was a significant predictor, but no interaction terms were significant, suggesting this was not moderated by either primary care team member status or facility size.
Discussion
In a representative sample of primary care team members in a Patient Centered Medical Home, Primary Care Behavioral Health services are valued in perceived helpfulness for both patients and primary care teams. The first aim of this study was to identify what barriers may exist for referral to integrated behavioural health care. On the whole, barriers were rated as fairly low, which speaks to the benefits of a Primary Care Behavioral Health model that is collaborative, team-based, and integrated on-site in a Patient Centered Medical Home for reducing barriers for patients' access to behavioural health care.
Despite overall low perceived barriers, the second aim of this study examined whether or not there were differences in perceived barriers among different team members or practice settings. Although PCMs rated the helpfulness of BHC services to the team as higher, they also identified more barriers to care. Specifically, PCMs found that it was difficult to find time to talk to patients about BHC services, as well as expressed more concerns about patient refusal and complexity. Although the PCM is more likely to be involved in treatment planning with the patient, and thus able to learn more about their willingness to engage or previous experiences with BHC services, these findings also suggest potential future directions for interventions. Perhaps, non-PCM team members, who may have greater 'face time' with patients may be helpful advocates and conduits to BHC services. Furthermore, an increased focus on training non-PCM team members on the benefits of BHC services and how to communicate about them may also increase non-PCM team member's positive perceptions of the helpfulness of behavioural health care to both the team and the patients by decreasing their perceptions of barriers to these services.
At each treatment facility, there are unique differences in patient demand, clinic culture, support and personnel, which often vary by the size of the facility. Although there were no overall differences by facility size in the ratings of the helpfulness of BHC services to either patients or primary care team members, access and patient acuity concerns led to higher ratings of overall perceived barriers to care at larger facilities. Given larger facilities have greater resources and thus may manage more acute patients more often, with greater demand for services, these findings make sense, yet highlight concerns particularly relevant to address at larger medical facilities both in military and civilian health care systems. Conversely, regression analysis indicated smaller facilities with more limited resources may benefit from increased education on the benefits of integrated behavioural health care despite lower perceived barriers. Finally, this study examined the impact of perceived barriers to care on how primary care team members perceived the helpfulness of integrated behavioural health care services to both their team as well as their patients. This is of critical importance, as results indicated that primary care team members who reported higher barriers to care also reported significantly lower helpfulness of BHC services for both patients and primary care teams and this was particularly true for non-PCMs. These findings reinforce the suggestion that training programs should be aimed specifically to non-PCMs. Although PCMs are receiving regular feedback from behavioural health providers on shared patients as part of collaborative treatment planning, this information may not always be disseminated to other members of the primary care team. Thus, including other primary care team members in this consultative process may also be helpful for both reducing barriers and improving positive perceptions of integrated behavioural health care.
Limitations
The use of an archival data set has several limitations that should be considered, but it provides a crucial initial step in examining this important and understudied area. One limitation is the response bias inherent in a voluntary sample, although the large sample size and the response rate from available facilities are positives. Furthermore, where self-selection bias may result in individuals who have either overly positive or overly negative views, the analysis of normality suggests an appropriate distribution for many variables and appropriate transformations for non-normal variables allow for meaningful analyses controlling for potential bias. Nevertheless, given the non-normality observed which indicated few barriers to care, it is possible this sample is representative of those with generally positive opinions towards Primary Care Behavioral Health. As such, opportunities to reduce barriers even in this generally satisfied population are likely to translate to other individuals who may perceive even greater barriers to integrated behavioural health care.
Another limitation of this study was the use of a single time point of data collection which prevents drawing conclusions regarding causality, although it would appear to make more sense that barriers to care decrease a sense of helpfulness, as opposed to the alternative. Nevertheless, research which explores this longitudinally also provides the opportunity to examine the impact of BHC training and intervention. Finally, there are many other variables of interest which were not captured by the current study. For example, it is unknown if perceived barriers by primary care team members are directly correlated with how long local BHCs have been working in their primary care clinic or if facilities have had position vacancies or personnel turnover in the months leading up to the administration of this survey. Understanding BHC satisfaction may also provide insight into the interaction between team members. In addition, although military primary care providers have many of the same roles and responsibilities in regards to patient care, the current data set did not allow for the differentiation of PCMs who are physicians versus those who are physician extenders (i.e. nurse practitioners and physician assistants). Examining whether or not differences exist between physicians and extenders may provide further information about the backgrounds and training experiences unique to these health care professionals. This, in turn, may inform interventions focusing on unique training and educational experiences (e.g. medical school and residency).
Conclusions and future directions
This study offers several exciting opportunities for further research. Not only do these findings validate the importance of integrating BHCs into primary care for one of the largest health systems in the United States (15), they have the potential to shape integrated primary care more broadly. BHOP is centrally managed, has clear, specific standards and training paradigms, and has shown the ability to be deployed across a variety of treatment environments. As mentioned above, a variety of models exist for integrative care, ranging from co-located specialty mental health services to consultative models such as BHOP. The lack of a gold standard in integrative care shows the need for further research which can validate the use of a certain model and this study is an important initial step in this regard. Generally, satisfaction with integrated care increases with level of collaboration, research has not directly tested various models (e.g. co-location and Primary Care Behavioral Health) (7) . In order to provide a strong test of these different models, it is important to ensure barriers to effective use of integrative behavioural health are understood and mitigated. Analyses over time will allow for an understanding of causal patterns. Recent approaches used to improve team members' understanding of the consultative model within the Air Force include developing clinical pathways for anxiety, depression, obesity and sleep with the BHC developing an initial treatment plan in consultation with the rest of the patient's primary care team. In addition, shadowing programs for primary care team members with the BHC and targeting high utilizers of services has shown promise and future research could more directly test the impact of these features of BHOP. Taken together, this study offers great potential for encouraging future research in areas which have the potential to improve not only PCM team satisfaction and perceived barriers with BHC services, but also ultimately patient health.
